The effects of social support and traumatic experiences on mental health in conflict situations may be different by gender. The Kosovo Emergency Department Study was conducted in July and August 2001 to assess mental health 2 years after the end of the war in Kosovo. Of 306 emergency department patients (87.7% response rate), all were ethnic Albanian, 97.4% had experienced traumatic events, and 89.5% had posttraumatic stress symptoms. Women and persons who experienced more traumatic events had higher posttraumatic stress scores. Persons with social support had lower posttraumatic stress scores. In a final model, social support had a greater protective effect for women, whereas traumatic events had a greater detrimental effect on men. Two years after the war in Kosovo, there remained a high prevalence of posttraumatic stress symptoms, particularly among women with low social support. Interventions targeting social support may be important public health efforts in the postwar context.
I
n March 1999, the North Atlantic Treaty Organization began bombing Kosovo in an attempt to force the Serbian government to end the escalating Serbian-Albanian conflict. The bombing ended in June 1999, and Serbia accepted the terms of the peace accord. However, the situation in Kosovo has remained tense since, with ongoing ethnic segregation and violence (United Nations Security Council, 2001 ). Most residents of Kosovo experienced traumatic events during the years of conflict leading up to, during, and after the bombing, many of which split families apart through forced separation, imprisonment, displacement, and death (Cardozo et al., 2000) . In a culture in which the family units are strong and family members provide social support for one another (Agani, 2001) , such disruption of families may have devastating effects on mental health well beyond the end of the conflict. In this article, we explore the effects of war events and social support on posttraumatic stress 2 years after the end of the conflict in Kosovo in an emergency department population. We additionally assess gender differences in the associations between war events, social support, and posttraumatic stress.
Traumatic events are associated with mental health symptoms in many different contexts (Cardozo et al., 2000; de Jong et al., 2001; Kessler et al., 1995) . Assaultive traumas such as physical attacks, sexual assault, and combat situations generally have the strongest associations with psychological problems (Breslau et al., 1999; Cardozo et al., 2000; Kessler et al., 1995) . Recent research has shown that mental health symptoms are substantial in the general population after war. For example, the prevalences of posttraumatic stress disorder (PTSD) among civilians in Algeria, Cambodia, Ethiopia, and Gaza ranged from 15.8% to 37.4% after various wars and conflicts (de Jong et al., 2001) . In Sri Lanka, 27.5% of a civilian sample had PTSD during an ongoing civil war (Somasundaram and Sivayokan, 1994) . A study of Kosovar Albanians 1 month after the end of the NATO bombing found the prevalence of PTSD to be 17.1% in the general population (Cardozo et al., 2000) .
Several studies suggest that among women and men experiencing the same traumatic events, there are more psychological sequelae of the traumatic experience among women (Breslau et al., 1999; Brewin et al., 2000; Kessler et al., 1995) . In one study, among women and men who had been threatened with a weapon, 32.6% of women and 1.9% of men had PTSD (p Ͻ .05; Kessler et al., 1995) . In particular, there is evidence that assaultive trauma has a greater effect on women than it does on men (Breslau et al., 1999; Stein, 2000) . In a study by Breslau et al. (1999) , the prevalence of PTSD among persons who had experienced assaultive violence (including combat, rape, held captive, shot/stabbed, sexual assault, mugged, beaten up) was 35.7% among women and 6.0% among men (p Ͻ .001). In addition, women may experience more events during their lives that have a greater traumatic effect (Kessler et al., 1995) . In a nationally representative United States sample, 60.7% of men had experienced any lifetime trauma, compared with 51.2% of women; however, 67.6% of women experienced a trauma associated with a high probability of PTSD, compared with 44.6% of men (Kessler et al., 1995) . These two gender differences, first in the psychological reaction to the same events and second in the severity of events experienced, may account for the high prevalence of mental health problems after traumatic event experiences documented among women.
However, research in the context of war does not consistently suggest a greater effect of traumatic events on women (Cardozo et al., 2000; Dahl et al., 1998; Dybdahl, 2001; Kunovich, 1999) . In the aforementioned Kosovo study, performed soon after the war, the prevalence of PTSD was 19.7% among women and 12.0% among men (Cardozo et al., 2000) . Both female gender and number of traumatic events experienced were significant predictors of PTSD in multivariable analysis, but the effect of traumatic events was not examined separately by gender (Cardozo et al., 2000) . A study of displaced Bosnian women found that the number of traumatic war events experienced was not associated with PTSD symptoms (Dybdahl, 2001) . Another study of Bosnian women found that the number of war events was not associated with PTSD, although the most severe stressors, including confinement to a concentration camp and rape, were associated with PTSD (Dahl et al., 1998) . A study of the association between fighting in the war and distress among Croatians showed a strong effect of fighting on distress among men and a weak association among women (Kunovich, 1999) . Although situational differences in the conflicts may explain the seemingly inconsistent findings, variability in other determinants of mental health may be partly responsible for these differences.
Social support may offer important protection for mental health in the context of traumatic events, including the trauma of war (Berkman et al., 2000; Kawachi and Berkman, 2001; Sherbourne and Stewart, 1991) . In diverse nonwar settings, studies have shown the protective effects of social support for mental health (Olstad et al., 2001; Silveira and Ebrahim, 1998; Viinamaki et al., 1995) . For example, a Norwegian study demonstrated a longitudinal buffering effect of social support and social networks against the mental health effects of a wide range of acute and chronic stressors (Olstad et al., 2001 ). In the context of war, a study of Israeli soldiers in locations that were bombed during the Gulf War showed that low social support was associated with psychological distress (Solomon et al., 1991) . Social support was also protective against PTSD among former prisoners of war (Engdahl et al., 1997) . A study among Bosnian refugees found that social isolation was associated with PTSD (Miller et al., 2002) . Among Vietnamese refugees who had experienced traumatic war experiences, low social support and separation from close family were both associated with psychiatric disorders (Hauff and Vaglum, 1995) .
There also may be gender differences in the importance of social relationships and social support for mental health (Kawachi and Berkman, 2001) . General population studies suggest that social supports and networks may be more important for women's mental health (Bultmann et al., 2002; Kawachi and Berkman, 2001; Olstad et al., 2001 ). In the context of war, the results are somewhat mixed (Dybdahl, 2001; Farhood et al., 1993; Green and Berlin, 1987; King et al., 1999) . Social support was protective against PTSD symptoms among displaced Bosnian women (Dybdahl, 2001) , whereas a study of families in Lebanon showed that social support was more important for fathers' mental, physical and interpersonal well being than it was for mothers' well being (Farhood et al., 1993) . A study of Vietnam veterans showed that among male veterans, war zone stressors were the largest contributors to PTSD symptomatology, whereas among female veterans, postwar factors including social support were the largest predictors (King et al., 1999) . In a study of male Vietnam veterans, social support was not associated with PTSD symptoms (Green and Berlin, 1987) . The mixed results on gender differences in the importance of social support may be explained in part by situational differences, combatant versus civilian involvement, and the ways that culture-specific gender roles are affected by the conflict situations.
In light of previous research on gender, social support, traumatic events, and their relations with psychological symptoms, we formulated three research questions. Two years after the war in Kosovo, a) are there gender differences in posttraumatic stress symptoms, social support, or traumatic events experienced? b) are gender, social support and traumatic events associated with posttraumatic stress symptoms? and c) are there interactions between gender, social support, and traumatic events in association with posttraumatic stress symptoms? In terms of interactive effects, we were interested in whether the effect of social support on posttraumatic stress symptoms was different for women than it was for men, whether the effect of traumatic events was different for women than for men, and whether the effect of traumatic events was different depending on the level of social support.
Medical Center Emergency Department in Pristina, Kosovo. Every sixth patient who was not critically ill and was able to consent was approached for participation in the study; participants provided written informed consent and then completed an anonymous self-administered questionnaire in a private room with researcher assistance as necessary. This study was approved by the Institutional Review Boards of Columbia University and the University of Pristina.
Measures
The study instrument was a structured questionnaire in Albanian (translated and back-translated) that included questions on demographic characteristics, behaviors, current residence, displacement during the war, employment, and access to health care.
Social Support
We measured social support with a modified version of the Medical Outcomes Study social support scale (Sherbourne and Stewart, 1991) , which included instrumental support (e.g., someone to help if you were confined to bed), emotional support (e.g., someone to talk to if you were upset, nervous, or depressed) and appraisal support (e.g., someone you could turn to for advice). Responses were recorded on a Likert scale with the choices of "definitely not," "probably not," "probably yes," and "definitely yes" assigned values from 1 to 4. The mean of responses to all social support items constituted the social support scale.
Traumatic Events
Traumatic events experienced were measured with the Harvard Trauma Questionnaire (HTQ; Mollica et al., 1992) . The HTQ assesses traumatic events commonly experienced in war situations. For each event, participants were asked to indicate whether they had experienced, witnessed, or heard of the event and to indicate all that applied. The traumatic events included being in a combat situation, lack of food or water, lack of shelter, ill health without access to medical care, forced separation of family members, being close to death, torture, forced isolation, family member or self involved in fighting, murder of family or friend, unnatural death of family or friend, serious injury, imprisonment, murder of stranger or strangers, lost or kidnapped, rape or sexual assault, and other frightening or life-endangering situation. A sum of events experienced was created for this analysis.
Posttraumatic Stress
The HTQ was also used to assess posttraumatic stress symptoms. The first 16 items were based on the DSM-III-R PTSD symptoms experienced in the past week. An additional 14 items assessed other mental health symptoms commonly found among refugees. Respondents were asked whether they were bothered by each symptom "not at all," "a little," "quite a bit," or "extremely" in the past week, with responses coded from 1 to 4. A posttraumatic stress score was created using the mean of responses to the DSM-III-R PTSD items, creating a scale ranging from 1 to 4. The resulting score summarizes how much respondents were bothered on average by PTSD symptoms over the past week. The HTQ was originally developed for and validated among Indochinese refugees (Mollica et al., 1992) . In this validation study, the interrater reliability was 0.98, and the test-retest reliability with a 1-week interval was 0.92. In comparison with physician diagnosis of PTSD, the sensitivity of the HTQ scale (using a cutoff score of 2.5) was 78%, and the specificity was 65%. The HTQ was more accurate than the Hopkins Symptom Checklist (Mollica et al., 1987) in identifying physiciandiagnosed PTSD cases. Subsequently, a study among Bosnian refugees suggested the use of DSM-III-R criteria for PTSD from the HTQ to classify PTSD (instead of the cutoff score of 2.5). This decision was made because a cutoff in the HTQ corresponding to a psychiatric diagnosis of PTSD had not been established in the study population (Mollica et al., 1999) . The use of DSM-III-R criteria in this population correlated well with the standard 2.5 cutoff and was more conservative in classifying PTSD (Mollica et al., 1999) . Based on this recommendation, we created our measure of probable PTSD in the same manner (based on the DSM-III-R criteria) by requiring one re-experiencing (e.g., recurrent thoughts or memories of the most hurtful or terrifying events), three avoidance (e.g., avoiding activities that remind you of the traumatic or hurtful event), and two arousal (e.g., feeling jumpy, easily startled) symptoms bothering the respondent "quite a bit" or "extremely" in the past week (Cardozo et al., 2000; Mollica et al., 1992) .
Statistical Analysis
Gender differences in posttraumatic stress scores, probable PTSD, social support, and traumatic events were assessed with 2 and t-tests. For each scale, the items composing the scale were examined individually by gender to assure that summing and averaging items into scales would not mask important gender differences in exposures or outcomes. For regression analysis, we examined both probable PTSD and the posttraumatic stress score as outcomes; because the conclusions from both analyses were the same, the results for posttraumatic stress scores are presented because a continuous outcome provides more power with a small sample. Bivariate linear regression was used to assess individually the effects of gender, social support, and traumatic events on the posttraumatic stress score. A multivariable linear regression model was used to assess the effects of gender, social support, and traumatic events on posttraumatic stress symptoms. Finally, we assessed interaction between gender, social support, and traumatic events in relation to posttraumatic stress with the addition of interaction terms to the linear regression Ahern et al. The Journal of Nervous and Mental Disease • Volume 192, Number 11, November 2004 model and the use of F-tests to assess improvement in model fit. Predicted posttraumatic stress scores were calculated from the final model because parameter estimates are not individually interpretable in the presence of interactions. For predicted scores, few traumatic events was operationalized as one event reported, and many events as 13 reported. Low social support was operationalized as a score of 1 on the scale, and high social support as a score of 4. These values were selected as they represent the range of the values for these characteristics in the data set.
RESULTS
There were 306 participants out of 349 persons approached (87.7% response rate). All respondents were ethnic Albanian and had been born in Kosovo. Approximately 63% were male, mean age was 39 (range, 17-87), 69.5% were married, and 50.5% had less than a high school education. More than 97% of respondents reported experiencing at least one traumatic event, and 89.5% reported any current posttraumatic stress symptoms. A complete description of the study sample can be found in Table 1 .
The mean posttraumatic stress score was 2.00 (range, 1-4); the scale had a Cronbach's ␣ of 0.86. A score of 2.00 means that on average, respondents were bothered "a little" by posttraumatic stress symptoms in the past week. The overall prevalence of probable PTSD was 14.1%. The social support scale had had a Cronbach's ␣ of 0.90, and the mean score was 3.04 (range, 1-4), reflecting that on average, there was "probably" someone to help with the scenarios presented. The mean number of traumatic events experienced was 6.62 (range, 0 -13).
Examining these scales by gender, women had higher posttraumatic stress scores than men (2.13 for women, 1.93 for men; p ϭ .002). Examining the individual items of the posttraumatic stress scale by gender, women scored higher on all items except for "feeling on guard," suggesting that the creation of a scale was not masking any major difference in posttraumatic stress symptoms experienced. When measured as probable PTSD, women had a higher prevalence than men (17.0% for women, 12.4% for men; p ϭ .27), although this difference was not statistically significant. Women and men had very similar social support scores (3.08 for women, 3.01 for men; p ϭ .30) and numbers of traumatic events experienced (6.54 for women, 6.66 for men; p ϭ .74). There were some differences in the specific traumatic events experienced by gender (Table 2) . Men reported experiencing "imprisonment" and "serious injury" more often (17.6% and 18.6% respectively) than women (2.7% and 4.6%, respectively). Women reported experiencing "lack of shelter" (73.6%) more frequently than men (60.8%).
In bivariate linear regression, female gender was associated with a higher posttraumatic stress score (␤ ϭ 0.19; intercept ϭ 1.93; p ϭ .002); the number of traumatic events experienced also was associated with higher posttraumatic stress scores (␤ ϭ 0.04; intercept ϭ 1.74; p Ͻ .001). Social support had a protective association with the posttraumatic stress score in a bivariate model (␤ ϭ -0.11; intercept ϭ 2.33; p ϭ .01). In a multivariable linear regression, adjusting for education and age, female gender (␤ ϭ 0.15; p ϭ .01), social support (␤ ϭ -0.09; p ϭ .02), and sum of traumatic events experienced (␤ ϭ 0.04; p Ͻ .001) were all still associated with the posttraumatic stress symptom score (Table 3 , model 1). The r 2 for this model was 0.21. The addition of two interaction terms improved the model fit (F-test p ϭ .02). There was an interaction (p Ͻ .2) between social support and female gender (␤ ϭ -0.23; p ϭ .01) and an interaction between traumatic events experienced and female gender (␤ ϭ -0.03; p ϭ .06; Table 3, model 2). There was no interaction between social support and the sum of traumatic events. The r 2 for the final model was 0.23. Predicted values of the posttraumatic stress score for men and women with different levels of social support and traumatic events experienced, based on the final model with interactions, are presented in Figure 1 . Among men with high social support (score of 4), those who experienced few traumatic events (one) had a predicted posttraumatic stress score of 1.58 (95% CI, 1.41-1.76), and those who experienced many (13) had a predicted score of 2.19 (95% CI, 2.00 -2.37). For women with high social support and few traumatic events, the predicted posttraumatic stress score was 1.70 (95% CI, 1.49 -1.92); for women with high social support and many traumatic events, it was 1.91 (95% CI, 1.64 -2.19). Figure 1 also shows the predicted values for those with low social support (score of 1). Among men with low social support, those with few traumatic events had a predicted posttraumatic stress score of 1.72 (95% CI, 1.50 -1.95), and those with many traumatic events had a predicted 
DISCUSSION
In this study of Kosovar Albanians presenting to a local emergency department, we found that 2 years after the end of the conflict in Kosovo, posttraumatic stress symptoms were still highly prevalent. Women had more posttraumatic stress symptoms than men, especially women with low social support. The number of different types of traumatic events experienced had a greater effect on men than it did on women. These findings have implications for how we think about the effects of trauma in the context of gender, because the groups at risk for longer-term psychological symptoms were different by gender.
We found a prevalence of 14.1% of probable PTSD in this emergency department sample, slightly lower than the prevalence documented by Cardozo et al. (2000) 2 years earlier in a general population sample. That study found a PTSD prevalence of 17.1% among the general population of Kosovar Albanians using the same PTSD measurement scale (Cardozo et al., 2000) . Although these figures are not directly comparable because of the differences in the samples, the findings suggest there may still be a substantial burden of PTSD symptoms 2 years after NATO bombing. This may be attributable in part to a continuing state of tension and conflict in Kosovo despite the official end to the war (United Nations Security Council, 2001), and in part to the higher prevalence of mental health symptoms that may be present in our emergency department-based sample (Kroenke et al., 1994) . The types and prevalence of traumatic events experienced in this population were similar to other studies conducted in postwar settings. The proportions of respondents reporting lack of food or water (71.0% compared with 66.6% in Cardozo et al., 2000) , lack of shelter (65.5% compared with 57.3% in Cardozo et al., 2000) , experiencing eight or more traumatic events (44.1% compared with 39.4% in Cardozo et al., 2000) , and other experiences were similar between the studies (Cardozo et al., 2000) . The prevalence of traumatic events documented in this study is generally similar to other studies in war and refugee settings, although the use of different scales between studies precludes direct comparison. In a study of Bosnian refugees, respondents in the general population had an average of 6.31 loss experiences and 1.90 violence experiences, which combined is slightly higher than the total of 6.62 traumatic events experienced in our sample (Miller et al., 2002) . Shortly after the civil war in Croatia, a general population study found that the proportions of respondents who had relatives or friends killed were 13.7% and 20.8%, respectively (Kunovich, 1999) . These proportions are somewhat lower than our findings of 31.4% of respondents The Journal of Nervous and Mental Disease • Volume 192, Number 11, November 2004 Kosovo Posttraumatic Stress reporting a family member or friend murdered and 25.1% reporting a family member or friend suffering an unnatural death. The level of exposure to combat was higher in this study (92.7% experienced a combat situation, 96.3% of women, 90.7% of men) compared with two studies among women in Beirut, Lebanon; in one study, 73.7% of respondents had experienced fighting in the neighborhood (Bryce et al., 1989) , and in the other, 41% had armed clashes in the neighborhood (Farhood et al., 1993) . Combat exposure in this study was very similar to two studies of women in Bosnia, one of which found that 90% of respondents had experienced war activities (Dybdahl, 2001) , and the other of which found that 84% of women had been in situations in which they felt their lives had been endangered (Dahl et al., 1998) . Respondents in this study reported a range of levels of social support, with an average of middle to high support, similar to findings in other studies in the postwar context. In a study of internally displaced mothers in Bosnia, the social support scores were approximately 4 to 5 out of 7 on average for various types of support (Dybdahl, 2001) . In a study of Lebanese families, among both mothers and fathers, 70% to 90% of respondents reported satisfaction with social support for a variety of types of problems (Farhood et al., 1993) .
We found higher posttraumatic stress scores among women compared with men, and higher prevalence of probable PTSD among women, although this difference was not statistically significant. Cardozo et al. (2000) found PTSD levels of 19.7% among women and 12.0% among men in Kosovo in 1999. Some research suggests that men may manifest traumatization in different ways than women, possibly through substance use (Gibbs, 1989; Somasundaram and Sivayokan, 1994; Stewart, 1996) . In our study, 20.7% of men were current drinkers, compared with 3.7% of women, but only 2.5% of men reported having more than two drinks per day. Although alcohol use was quite low in this sample, there was more drinking among men, suggesting that gender differences in substance use as a response to disaster or war warrant further research.
We found that social support was more strongly protective against traumatization among women than among men, evidenced by the dramatic difference in posttraumatic stress symptoms between women with high and low social support. The predicted posttraumatic stress scores for women with low social support indicated that they were bothered "quite a bit" by the majority of PTSD symptoms in the past week, whereas women with high social support were bothered only "a little" by the majority of symptoms. These findings suggest that in the postconflict situation, women with low social support have posttraumatic stress symptoms that are a cause for concern. We are aware of only two studies in conflict situations that looked at this same question among both women and men. The first, a study among married couples with children in Lebanon, found that social support was more strongly associated with measures of psychological, physical, and interpersonal health for the fathers than for the mothers (Farhood et al., 1993) . This is in contrast to our findings. The observed difference in findings may relate to the different societal contexts and the ways that gender roles have been affected by these conflicts (Kunovich, 1999) . In addition, one of the strongest predictors of psychological symptoms among mothers in the Lebanon study was the intention of the family to move within or migrate from Lebanon (Farhood et al., 1993) . Among other consequences, moving would likely disrupt established social ties, which may be more important for women than the current satisfaction with such ties. The authors also note that the majority of mothers in their study were housewives and suggest that these mothers may be isolated more than the fathers, who were able to maintain relationships through work (Farhood et al., 1993 ). There may not have been sufficient variability in social network among the mothers for the study to observe an association with the heath measures (Farhood et al., 1993) . The second study examined male and female Vietnam veterans in the United States using structural equation modeling to examine the relative importance of war zone stressors, postwar recovery factors (including social support), and prewar risk factors in predicting PTSD (King et al., 1999) . More congruent with our observations, this analysis found that war zone stressors were the strongest predictors of PTSD symptomatology among male veterans, whereas postwar factors including social support were the most important in explaining PTSD among female veterans (King et al., 1999) . There is some additional support for our findings in studies limited to one gender (Dybdahl, 2001; Green and Berlin, 1987) . A study of mothers in Bosnia showed that higher social support was protective against PTSD symptoms (Dybdahl, 2001) , whereas a study among male Vietnam veterans showed that social support was not associated with PTSD symptoms (Green and Berlin, 1987) .
In this analysis, the number of types of traumatic events experienced was more strongly associated with the posttraumatic stress score for men than it was for women. This difference is consistent with a study in Croatia in which the association between fighting in the war and distress was stronger among men than it was among women (Kunovich, 1999) . It is also consistent with a study among mothers in Bosnia in which the number of traumatic events experienced was not associated with PTSD symptoms (Dybdahl, 2001) . However, it is contrary to a study among Lebanese women finding that the number of war experiences was associated with depression (Bryce et al., 1989) . Differences in mental health measures and qualitative and cultural differences in conflict situations may explain the heterogeneity of results. Additionally, ubiquitous experiences of traumatic events in some combat situations may mean that number of events experienced does not fully differentiate between levels of traumatization experienced.
The clinical sample used in this analysis may not represent the general population of Kosovar Albanians, because persons who present to an emergency department may have a greater burden of pathology than persons in the general population. Selection bias is also a potential problem if the men and women who presented to the emergency department were not representative of the men and women in the general population of Kosovar Albanians in terms of the relationships between social support, traumatic experiences, and psychological symptoms. We did not assess the number of times each traumatic event was experienced, which may be an important dimension that affects levels of traumatization. We also do not have information on the recency of these experiences. Current daily stressors were not measured in this study. They have been shown to affect mental health, even in the war context, in addition to the war stressors (Farhood et al., 1993; Miller et al., 2002) . We did not measure social support provided to others, which may be a drain on mental resources and is more commonly provided by women (Kawachi and Berkman, 2001 ). We also do not have a measure of social support at the time of the conflict, which may be important to determining the course of posttraumatic stress symptoms. In addition, although we found that 79.1% of our respondents had heard of rape or sexual assault, there were no reports of rape or sexual assault experienced in this study. This traumatic experience may not have been reported because respondents were unwilling to reveal this experience. Rape is strongly associated with PTSD symptomatology among women in other studies (Breslau et al., 1999; Dahl et al., 1998; Kessler et al., 1995) , and underreporting may partly explain the weaker association between traumatic events and posttraumatic stress among women in this study. It is also possible that within particular traumatic events reported, there are differences in the specifics of those experiences by gender. For example, both men and women reported "being in a combat situation"; however, we do not have further information on their roles in those combat situations. These differences may contribute to the weaker association between traumatic events and posttraumatic stress among women.
CONCLUSION
This study suggests that social support and gender are important factors to consider when examining traumatic event experiences and posttraumatic stress symptoms. Two years after the end of the conflict in Kosovo, there was a substantial burden of posttraumatic stress in this emergency department sample, particularly among women with low social support. The war in Kosovo has led to an increase in women heads of household, and many women are isolated in rural areas (Munzer, 2002) .
1 Although many women may have assumed greater responsibilities, they do not have equal access to resources, because they are generally not included as part of the decision-making process in community and government arenas (Munzer, 2002) . In this context, support for women is a major concern. Some studies suggest that interventions with women and families may be effective in postwar situations at increasing perceived social support and improving mental health (Dybdahl, 2001; Kawachi and Berkman, 2001; Miller et al., 2002; Tribe and Silva, 1999; Weine et al., 1998) . One initiative in Kosovo, the Kosovar Family Professional Education Collaborative, has been addressing mental health in the context of the family (Weine, 2001 ), which may be important for rebuilding supports that have been lost because of the conflict. Interventions that build social support, especially among families and among women, may be important public health efforts in the postwar context.
